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254rteries, the procedure was performed by transapical approach
1). A 26-mm Edwards-SAPIEN valve (Edwards Life-
ciences, Inc., Irvine, California) was successfully implanted,
lthough the valve was positioned in a high position with
espect to the aortic annulus (Online Videos 1, 2, 3, and 4).
wenty-four hours after TAVI, the patient had chest-pain
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howed significant stenosis of the left main coronary artery
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he displacement of the calcified native aortic leaflets toward
he coronary ostia (Figs. 2A and 2B, Online Videos 5 and 6).
ercutaneous coronary intervention was successfully performed
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pectively. The transcatheter aortic valve implantation procedure and immediate
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255n both LMCA and RCA ostia (Figs. 2C and 2D, Online
ideos 7 and 8). A pre-discharge cardiac computed tomogra-
hy and echocardiography are shown in Figure 3 and Online
ideo 9, respectively. At 6-month follow-up the patient was in
unctional class II without cardiovascular events.
LMCA stenosis is a potential complication of TAVI (2,3).
his case shows that this complication can affect the 2 coronary
stia and become clinically evident in the sub-acute phase after
AVI. Also, it supports the feasibility of percutaneous coro-
ary intervention through the struts of the implanted valve.
he presence of a bulky calcified valve has been recognized as
risk factor for LMCA stenosis after TAVI, especially in those
ases with a short distance (8 mm) between the aortic leaflets
nd the coronary ostia (3,4). In these cases, dye injection at the
ime of balloon valvuloplasty might be useful to determine the
elation of the extended leaflets to coronary ostia (3).
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